
importuning parents, this paper would hardly have
been written, for following the thought of the paper
you will see that in the effort to relieve the child you
have curbed the expansion of the jaw by removing one
of the causes. This expansion is most largely brought
about by the expanding pressure of the incoming
larger teeth.

Right here is as good a place to present to you a

rule, almost without an exception, which is of the
greatest importance to you in serving the best inter¬
ests of your little patients, viz., never extract or
recommend the extraction of any deciduous tooth
save to make way for the permanent tooth which is to
take its place. By closely adhering to this rule you
will always utilize the forces of nature to produce the
necessary expansion of the jaw to the natural con¬
formity of the face. To illustrate this further and to
further emphasize this rule, we will take a case of
incoming permanent central incisors. In this illus¬
trative case they are so crowded that they overlap
very much and the thoughtless physician, in his sup¬
posed kindness to the patient has removed the decid¬
uous laterals under the careless supposition that it
was necessary. In this case the teeth will straighten
very quickly, but instead of the expansion of the jaw,
which would have taken place were the laterals left,
the jaw will expand very little if at all, so the deform¬
ity of the face will be marked when the teeth are all
erupted.

While on this subject it will not be amiss to speak,
if only incidentally, of the necessity of caring for and
preserving the temporary molars, not only for the pur¬
pose of preserving the space for the incoming bicus¬
pids or premolare, by which they are replaced about
the eleventh or twelfth year, but also for hygienic rea¬
sons; and notably among them may be mentioned the
fact that the child, up to the eruption of the bicuspids
needs a perfect masticatory apparatus, even more than
the adult, for in the adult the masticatory apparatus
need only be used enough to produce, for the system,
pabulum enough to furnish nourishment to make up
for the daily waste in the tissue, and in the child,
while the waste, which is greater than in the adult,
must be replaced, there must also be nourishment
provided for the development or growth of all the
organs of the expanding and rapidly-growing physi¬
cal frame. Still another reason for bestowing much
care on these teeth is that the child is forming habits
for life, and if his teeth are neglected so as to become
sore or painfully sensitive to mastication, the child
will only masticate enough to enable him to swallow
the bolus, thus so imperfectly divided, in this way
way not only forming the habit (too prevalent with
Americans, young and old) of "bolting" the food,
but also, which is even more serious, paving the way
for all the ills, nervous and otherwise, that come from
an overloaded and overworked stomach.

The writer does not claim that all the deformities
of the lower part of the face can thus be prevented,
for there are also the very powerful factors of inher¬
itance to be taken into account, but a proper heeding
of these matters by the medical adviser will result in
a great lessening of such deformities and incidentally
of improving the health and nourishment of the
patient while young and reaching far into age as well.

Some may say that it is improbable that such
slight force as the incoming tooth may exert would
produce such expansion as occurs in the bony expan¬
sion or development of the jaw. It is only neces-

sary to say to such that in all nature it is seen that
the feeble though constant force is much the most
powerful source in changing from the normal to the
abnormal or in the growth and development in the
normal. These illustrations in nature are on every
hand, and much easier understood than can be that
of the elongation of the long bones of the leg,
which lengthening occurs by deposit between the
shaft and the articulating surfaces.

In the short time at our disposal, it is not possi¬
ble to go into anything but generalities, and this
short paper has subserved its purpose if it results
in the medical profession guarding with much more
care the temporary teeth of the little ones, as to the
care to be bestowed upon them in keeping healthy
and in seeing that they are retained until the new

tooth which is to replace it, asks for the position.

SOCIETY PROCEEDINGS.
Chicago Medical Society.

Regular Meeting, Dec. 14, 1898.
Dr. Arthur D. Bevan, the president of the society, occupied

the chair.
Dr. Robert B. Preble contributed a short paper on

AMEBIC DYSENTERY IN CHICAGO.

He said that amebic dysentery is not so very uncommon in
Chicago, but the great majority of the cases are imported, so
that the two following cases are of interest because they were
acquired in this city. He finds by inquiry that a few physi¬
cians have observed cases acquired here, but none of the cases
have been placed on record.

J. K., 30 years of age, American, resident in Chicago for
nine years, for the past fourteen months has had diarrhea, with
blood and mucus in the stools, moderate tenesmus, and abdom¬
inal pain. Ameba coli were found in large numbers. Im¬
provement, but not recovery, followed colonie flushings of qui-
nin and of silver nitrate.

Mrs, C, aged 50 years, Irish, resident in Chicago for thirty
years, had diarrhea with blood, mucus and pus, during the
summers of 1897 and 1898 ; ameba in the stools ; not yet under
treatment.

Dr. Henry Gradle read a paper entitled
THE OPERATION FOR ADENOID GROWTHS IN THE PHARYNX,

and exhibited a new instrument. He said that while it is gen¬
erally acknowledged that the thorough removal of adenoid
vegetations from the pharynx is one of the most satisfactory of
surgical procedures, the technic of this operation is not as yet
as satisfactory as its results. All operations, whether done
with the curette, Gottstein's ring curette, forceps or snare,
have some drawbacks. The most serious consideration is that
it is difficult to remove the adenoid tissue radically. Un¬
doubtedly most operators do most of their operations thor¬
oughly, but it is impossible to be sure of this at the time of the
operation. With the finger it is impossible to tell accurately
whether all the lymphatic tissue has been removed. When we
examine with the postnasal mirror, children who are tolerant,
we find that almost as a rule remnants of the tonsil have been
left and in a small minority of cases these remnants are of
sufficient size to be of importance. On account of the peculiar
shape of the space in which we operate, every instrument is
liable to slip to some extent, leaving fragments of the tonsil.
Nevertheless, most operations give satisfactory results in the
end, but the more radical the extirpation, the more complete
and the more prompt are its beneficial effects. Moreover,
adenoid remnants may give rise to recurrences. Bliss (  . Y.
Med. Jour., Oct. 29, 1898) has lately called attention to the
frequency of recurrences, and found that they were favored by
under· development of the faucial region, vascularity of the
growths and strumous condition of the patient. Dr. Gradle's
own experience agrees with this. He has seen three recurrences

among patients operated on by himself, and about a dozen in
children previously operated upon by other competent surgeons.

All operations are apt to be bloody. When the soft vegeta¬
tions can be cleaned out with a single sweep of the Gottstein
curette, the bleeding is often insignificant, but if any instru¬
ment has to be reintroduced, as is almost always the case, a

hemorrhage up to 100 grams or more is not uncommon. Bleed-
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ing is most copious from the use of the Trautmann sharp
spoon, and least so from the cold snare. The latter instru¬
ment with straight cánula, he has often used to advantage in
removing remnants, especially when the mirror is tolerated. It
is not very painful, but not a quick way of working. He thinks
it is not commonly known that persistent hemorrhage after the
operation is nearly always due to partly detached fragments of
tonsillar tissue, and that the easiest way of stopping it is to
search for these fragments with the finger, or by inspection
with forcible elevation of the soft palate, and to remove them
with forceps or snare.

Finally, it must be admitted that all the operations requir¬
ing repeated introduction of the instrument are relatively for¬
midable without necrosis.

The instrument he presented does the operation more radi¬
cally, quicker, and with less bleeding than any other which he
has previously used. It is a guillotine, the fenestrum and
knife of which are curved to adapt themselves to the slope of
the roof and posterior wall of the pharynx. While experi¬
menting with this mechanism he learned that the idea had
previously been applied by Schuetz, to whom he accords the
priority and credit, although his instrument has not received
much notice in literature. In his (Dr. Cradle's) instrument,
the knife is retracted by the mechanism of the Wright snare,
which he finds is a distinct advantage over the straight handle
and slide of the Schuetz adenotone. The cutting end is 20
mm. wide (knife 17 mm.) and the sweep of the knife is 25 mm.
The instrument can be inserted in children over about three
years of age, without difficulty, especially when held obliquely,
on account of large faucial tonsils. The main point is that it
must be well and forcibly pressed upward and backward be¬
fore the knife is withdrawn. The detached tonsil usually lies
in the concavity of the blade on withdrawal, or is spit out by
the patient. Once he has known it to be swallowed. If the
instrument is well pushed against the base of the tonsil it
cuts off all the adenoid tissue in one sweep. In illustration
he passed around a number of entire pharyngeal tonsils thus
removed. The slip, which is apt to occur with the Gottstein
curette, is prevented by the use of sufficient force with the
guillotine, hence he claims for it the certainty of radical re¬
sults in every case when properly used. Its use has been fol¬
lowed by less hemorrhage on the average than he has previously
experienced in similar cases, and he has now used it some
fifteen times. The speedier cessation of bleeding is undoubt¬
edly due to the clean cut.

As the surgeon can do a quicker, neater, and he thinks he
can safely say, a less painful operation by means of this guil¬
lotine than with other instruments, its use will serve to lessen
the number of narcoses. An experience of nearly 800 opera¬
tions, of which less than 50 were done under narcosis, has
convinced him that general anesthesia is undesirable in the
removal of adenoids. The bleeding is greater with the pend¬
ant head, and this, together with the possible aspiration of
blood or fragments, interferes as much or more with leisurely
work, as the fright and pain of the conscious child. Incom¬
plete anesthesia and erect posture obviate these annoyances,
but this is not any more humane than rational treatment of
the conscious patient, besides adding some danger.

In a recent article, F. W. Hinkel (American Laryngological
Association, 1898, and   . Y. Med. Jour., Oct. 29, 1898) has
shown that the danger of chloroform is greater statistically in
this operation than in general surgery. He has collected the
reports of eighteen deaths under chloroform from English and
American sources since 1892. This seems truly an appalling
number, especially occurring in an operation otherwise abso¬
lutely safe and with no vital indication, and particularly in
children, who stand anesthesia better than adults. He at¬
tributes the special danger to the frequent existence of a large
thymus gland in children with adenoids, the so-called habitus
lymphaticus of the German pathologists, a condition known
to predispose to sudden death from apparently trivial causes.
While it has been his good fortune never to have seen an acci¬
dent in his experience, he has always felt that anesthesia,
when demanded by the parents, or necessitated by the unruli-
ness of the patient, adds an unnecessary element of danger to
the operation. The majority of the patients which he has
seen with recurrences, including his own cases, had been oper¬
ated on the first time under anesthesia (vide Journal, Nov. 12,
1898, p. 1191, and Nov. 26, 1898, p. 1310).

Clinieal Meeting held December 21.
Dr. Henry B. Favill officiated as chairman of the meeting.
Dr. Jacob Frank exhibited a patient upon whom he had

performed a laminectomy. He also showed a case of Steno's
fistula.

Dr. Hugh T. Patrick demonstrated "The Sheet Rub," and
exhibited patients.

Dr. Arthur R. Reynolds addressed the Society on the
prevention of tuberculosis and the feasibility of organizing an
association for this purpose, the membership of which shall
consist of ordinary and life members. Methods: The edu¬
cation of public opinion and the stimulation of individual
initiative by means of a central bureau for the collection and
distribution of information as to modes of diffusion of tuber¬
culosis and measures of prevention ; the circulation of pamph¬
lets and leaflets setting forth in plain language the results of
scientific investigation of the above points ; public lectures by
men approved by the Society ; addresses at congresses and
other public gatherings; cooperation with other societies
having for their object the promotion of public health ; the
co-operation of the public press ; the holding of periodic con¬

gresses, and the issuance of an annual report ; the promotion
of the establishment on a self-supporting basis of open air
sanatoria for tuberculous patients ; the influencing of legisla¬
tures, county and city councils, and other public authorities
on matters relating to the prevention of tuberculosis.

A motion was made that the president of the Chicago Med¬
ical Society appoint a committee to consider the practicability
of forming such an association with a view to carrying out the
suggestions presented by Dr. Reynolds.

Dr. E. J. Mellish presented a paper entitled
CLINICAL HISTORY OF A CASE OF EPENDYMAL CYST OF THE

CEREBELLUM.
Since the greatest interest connected with the case centers

in the pathology, he made the clinical report brief, and re¬
frained from lengthy discussion of the symptomatology of intra-
cranial tumor. Stated briefly, the usual symptoms of intra-
cranial tumor are : 1. Headache and pain, which are rarely
absent, are usually constant with paroxysmal excerbations,
but may be intermittent and either general or local. 2. Optic
neuritis, present in more than three-fourths of the cases, re¬

gardless of the seat of the tumor. 3, Vomiting, a common
effect of tumor anywhere, but most apt to occur in tumor of
the medulla, middle lobe of the cerebellum and corpora quad¬
rigemina, cerebellum and middle cerebellar peduncle. 5. Con¬
vulsions, general and local. Brief tetanic rigidity with retrac¬
tion of the h9ad has been observed in cases of cerebellar
tumor (Gowers). 6. Sensory symptoms, as paresis, paralysis,
anesthesia, deafness, etc. 7. Mental disturbances and de¬
rangements of speech. 8. Stupor and coma, common as ter¬
minal phenomena.

The chief points of interest in the clinical history of this
case are that they were able to make a reasonably positive
diagnosis several months before the fatal termination, and
that the diagnosis was based very largely upon negative symp¬
toms.

The patient was a girl, aged 7 years, of good family history
—brothers and sisters, parents and grandparents, all living
and healthy, with no evidence of venereal disease in the fam¬
ily. This child seemed less rugged than her four brothers
and sisters—less resistant to disease. During gestation with
this child the mother suffered from sunstroke. At the age of
2% years she was ill five weeks ; at 3l4 years one week, and at
i% years two weeks with gastro-intestinal trouble accom¬

panied by fever. His acquaintance with the patient began at
the time of the last mentioned illness. He observed no special
sign of intraoranial disease, but recalls that she had severe
headache, which he attributed to febrile action. The next
time she came under his observation was on an abnormally
warm day, about Oct. 1, 1897, when she was 6 years old. She
had been running and playing violently, and appeared to be
overcome by heat. The presence of severe headache, cardiac
depression, and other symptoms, led him to treat the case as
one of mild sunstroke. While the symptoms of depression
yielded promptly, the headache persisted, and after two days
she had paroxysmal pain, somewhat intensified in the suboc-
cipital region, together with retraction of the head. The tem¬
perature ranged between normal and 100 degrees F. Under
treatment suitable for meningeal irritation or subacute menin¬
gitis, the symptoms subsided within a few days. After the
acute symptoms had vanished, the mercurial and iodid treat¬
ment was instituted, for possible syphilitic disease. For seven
weeks she had no further trouble, save paronychia of several
fingers, which, however, yielded to simple antiseptic treatment
and was not considered as either tubercular or syphilitic.
Then recurred violent paroxysmal headache, even more severe
than that of the first attack, together with pain somewhat
localized in the suboccipital region and extending down the
back of the neck. During the paroxysms of pain there was

frequent retraction of the head with brief tetanic rigidity of
the whole body.
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These paroxysms of headache usually lasted several hours,but the intense pains were momentary, or, at least, of short
duration. There was slight photophobia. The temperature
was usually normal and never above 99.5 degrees F., during
this exacerbation. The pulse was about normal in frequency
and rythm, tongue coated and bowels constipated. The active
symptoms subsided within ten days.

At this time Dr. R. B. Preble saw the case with him and
made careful neurologic investigations. The eyes were exam-
ided under a mydriatic, and they found a portion of each disc
at the border less clearly defined than normally—slightly
choked. Ophthalmoscopic examinations made on three or
four different days yielded the same result. There was no dis¬
turbance of the functions of the cranial nerves or spinal cord.
The patient's condition of lowered vitality was no more than
might be attributed to decreased ingestion of nutriment during
the periods of suffering.

These were all the positive symptoms observed in the case up
to December, 1897. On these findings, and by exclusion, the
diagnosis was based, which was intracranial tumor of unde¬
terminable character and location. He had previously observed
several cases presenting a similar symptom-complex in which
tumors were located beneath the teptorium. In the belief that
he possibly had to deal with gumma, the mixed treatment was
continued, and during the next four or five weeks, or until
January, 1898, she progressed favorably. She then passed from
his notice until Sept. 21, 1898, the day before her death. She
was in a condition of stupor during the last two or three daysbefore her death and subject to frequent tetanic convulsions.
The mother states that from January on the child had an ex¬
acerbation once every two to four weeks, with the symptoms
gradually increasing in severity. The only new symptoms
observed by her were partial amblyopia and progressive mus
cular weakness present during the last few weeks.

A few words as to the basis of diagnosis. It was considered
that the diagnosis lay between tubercular meningitis, intra¬
cranial abscess and tumor. The two former were excluded on
account of the chronicity of the disease and the absence of the
forerunners and prodromes of these affections. Besides, the
clinical picture was almost wholly at variance with what is
usually seen in tubercular meningitis and abscess.

The autopsy was made by Dr. Preble and himself and was
confined to the cranium. The membranes and entire surface
of the brain seemed perfectly normal and the ventricles con¬
tained the normal amount of fluid. In short, nothing patho¬logic was encountered until they came to the cerebellum, and
here the tumor was discovered in the middle lobe. The cere¬
bellum and medulla were transferred to Dr. Herzog, who will
make the pathologic report.

Dr. Maximilian Herzog then made the following report of
a peculiar epbndymal cyst of the cerebellum, with some

remarks concerning the neuroglia.

Attention has been called by several writers to the fact that
the ependymal epithelium lining the central canal of the cord
and the ventricles of the brain may, under certain conditions,
undergo extensive changes of a proliferative type. Von Kahl-
den, like Stieda, whom he quotes in his article, has seen pro¬
liferative changes in the ependymal epithelium in consequenceof the presence of cysticercus cellulosa. Of more moment,
however, than such secondary and relatively unimportant
changes are primary proliferative processes occurring in the
ependyma. Stroebe, who in gliomata saw cavities lined with
epithelium, which he takes to be embryonic inclusions (diver-
ticula from the original neural canal), is of the opinion that
such inclusions are the essential cause of the formation of gliomatous tumors.

Leaving glioma out of consideration, the histogenesis and
etiology of which are by no means settled, there remain in the
central nervous system at least two forms of tumors, the ori¬
gin of which from ectodermal embryonic inclusions appears to
be beyond doubt, the dermoid and the cholesteatoma. That
the latter are derivatives of the ectoderm and not, as some have
believed, endotheliomata. is strongly suggested by the fact,quoted by Oppenheim, that in some cases little hairs were
found included in the epithelial pearls of the cholesteatoma.

It may appear somewhat strange to speak first of prolifera¬tive processes of the ependymal epithelium of the central canal
and the ventricles, and then couple with these considerations
the origin of dermoide and cholesteatoma of the central ner¬
vous system. It should, however, not be forgotten that there
are concerned in all three cases proliferative processes of struc¬
tures primarily derived from tissues of absolutely the same
histogenetic origin. Only after the epithelial cells of the ecto¬
derm have been well differentiated as such, are formed the
medullary plate and later the medullary groove. The latter is

first lined by epithelial cells (as Dr. Herzog himself has been,
able to observe in the chick embryo, the sheep embryo, and in
one very young human embryo 2.5 mm. long with the neural
canal still partly open), which have exactly the same character
as the other epithelial cells of the ectoderm, which later on giverise to the epidermis, its hirsute appendages, and its glandular
apparatus. These points are emphasized here, because the
epithelial cyst to be described presently presents some features
which might easily induce one on superficial examination to
classify it as a dermoid which, in his opinion, it is not at all.
He believes it to be a formation originating from the epithe¬
lium of the early neural canal.

The cyst under discussion occupies the site of the vermis
inferior of the cerebellum, the posterior end projecting into
and partly obliterating the incissura posterior. The commis-
sura brevis, the pyramid and the uvula of the inferior vermi¬
form process have disappeared, as all of that structure poste¬
rior to a line drawn through the middle of the amygdalte has
become replaced by the cystic tumor. The latter has appar¬
ently displaced the postero-median parts of the hemispheres
outward, so that the vallecula, instead of being a deep and
comparatively narrow depression, has become a wide, shallow
one. The long axis of the cyst is identic with the long axis of
the furrow between the two hemispheres, and measures a little
over á cm. Transversely the diameter of the cyst is about 3-
cm., and vertically (from roof to floor) between 2 and 3 cm.
At the anterior pole of the cyst its upper and lower walls are
in complete juxtaposition, and they project as a solid bud or,
if this term be admissible, as a solid diverticulum into the
nodule—the only part of the inferior vermiform process left.
The nodule is practically intact, and consequently the cyst has
no connection with the fourth ventricle. In growing, the cystic
tumor has found room for its enlargement more by pushingaside and compressing than by directly destroying or replacing
normal tissues. The posterior part of the inferior vermis has
almost entirely disappeared, while the superior vermis is almost
intact, and the gray matter of the hemispheres, the central
stem of white matter, the corpus dentatum, and the nucleus-
tacti are macroscopically normal.

The cyst wall consists of a whitish, somewhat shiny tissue,
which is composed of thin scaly lamellas which can be separated
into still thinner flakes and also teased into fine, long fibers.
When first examined by the writer, the cyst had ruptured and
discharged an abundant amount of the scaly masses first men¬
tioned. The rupture had occurred in the lower wall, which at
the point of rupture was as thin as brown paper and appeared
covered only by a very thin film of soft granular, disintegrated
gray matter. To all appearances, the rupture was an artefact
produced during the removal of the brain.

Microscopic examination.—Pieces from the cyst wall, in¬
cluding the neighboring cerebellar tissue, were hardened in a
mixture of Mueller's fluid and formalin, embedded, sectioned
and examined with various stains. At the point near the ante¬
rior pole, where the cyst projects into the cerebellar tissue, the
wall was found to be composed of the following elements : The
inner cyst wall proper is formed by several layers of cuboidal·
epithelium. Next to this, i. e., external to it, is a tissue com¬
posed of cells, more or less spindle-shaped, the nuclei of which,
as a rule, do not take the nuclear stain very well. In some
places nuclei are almost entirely wanting, and instead of dis¬
tinct cells only a granular débris is found. Here are also found
some cells in appearance like polymorphonuclear leucocytes.
Next to the tissue described is found a zone with cells of the
character of those in the granular layer of the cerebellum, and
among them a few large non-nucleated masses, which one might
take for degenerated Purkinje cells. The whole of the tissue
so far described, excepting, of course, the epithelial cells, cre¬
ates the impression of being the degenerated remnant of the
former gray matter of the vermis inferior. This gray matter
had apparently, in consequence of the pressure exerted by the
growing cyst, become atrophie and degenerated. Fibrous,
wavy, connective tissue, poor in nuclei in some places, richer
in other places, and containing blood-vessels—the pia arach¬
noid—separate the cyst from the gray substance of the hemi¬
spheres. This appears normal, as far as can be judged from
the methods of staining employed.

Interest mainly centers upon the epithelium forming the
cyst wall proper. It consists of several layers of stratified
cuboidal cells. These cells are, however, regularly cuboidal
only in the outermost layer. Toward the interior of the cyst
they become more changed in shape and type. In some places
there can be seen a light ring around the cell outlines, or rather,
a light space between neighboring cells. Distinct intercellular
bridges, however, cannot be made out. The changing cells do
not, however, assume the type of cornifying epithelium of the
epidermis or of a true typic dermoid cyst. The epithelial cells-
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are changed into slender bipolar fusiform cells with two long
processes. While the cell as a whole is changed in type and
character, its nucleus, previously round, becomes oval or more
or less rod-like, and there appear in the cell protoplasm granules,
highly refractive and taking up the nuclear stain. The more
elongated the cell the finer are the granuJes, which now stain
less intensely with the nuclear stain. Finally, we find long,
slender, stiff fibers which contain no distinct granules. These
fibers, however, retain a certain degree of affinity for the
nuclear stain, which they take up in a slight homogeneous, dif¬
fuse manner. Besides the hematoxylin eosin method, several
other stains were used with the following result with reference
to the fibers : Picrocarmin, yellowish with a tinge of red ; Van
Gieson, brownish-violet reddish ; Gramm, light violet. The
new specific methods for staining neuroglia fibers were like¬
wise tried. They did not furnish any satisfactory results, as
was to be expected from the fact that the specimen was only
obtained quite a time after postmortem.

From the results of the staining methods, we see that the
fibers derived from the epithelial cells behave similarly to
cornified substance, though not quite the same. A digestion
test made with the scales which came out of the cyst is not
free from objection, since it was only made after the scales had
been in the Mueller-formalin fluid. After removal from this
fluid the scales were washed three days in running water.
Artificial gastric juice acting upon these scales for two days at
brood oven temperature had no visible effect upon them.

He maintains that on account of its anatomic position and
on account of the make-up of its wall, the cyst described can
not be looked upon as a dermoid, but must be considered as a
diverticulum of the fourth ventricle which had become cut off
from its original place of origin. In considering the process of
coruification in the epithelial cells of an ependymal cyst, he
briefly referred to some embryologie and other work concern¬
ing the neuroglia in which he has been engaged for some time.

He believes with Weigert that the so-called glia fibers are
something absolutely distinct from the glia cells and are not
processes of the latter. However, some of the neuroglia cells
certainly have protoplasmic processes. Such bipolar and uni¬
polar glia cells occurring in gliomata have been described and
pictured in an excellent paper by Taylor. Dr. Herzog has
likewise found such cells in gliomata, and demonstrated them
about a year and a half ago before the Chicago Pathological
Society.

Concerning the embryology of the ependymal epithelium
and the neuroglia, reference must be again made to what has
been said at the beginning of this report. At the time when
the medullary plate and the neural groove are formed, those
cells which later on formed the ependymal epithelium and the
neuroglia and those ectodermal cells which later on form the
epidermis are absolutely alike in character. The ependymal
epithelium also shows and preserves another feature which
reminds one of the regeneration of the epidermal epithelium.
The formation of the neuroglia takes place, at least early in
embryonic life, only from the layer of ependymal epithelium
lining the neural canals. In these embryologie considerations
the term "neural canal" is used in the sense of the whole
neural canal, and it includes what later on becomes the ven¬
tricles (ependyma) as well as the central canal of the cord.
The newly formed cells, which later on become the neuroglia
cells, are pushed in a radial manner from the center toward
the periphery. He has been able to observe in the young chick
embryo, in the sheep embryo, and in two human embryos,
the latter about four to five weeks old, obtained by hysterec¬
tomies and fixed immediately after removal, that the kary-
okinetic figures are all found directly around the neural canal.
The formation and regeneration of the neuroglia occurs, there¬
fore, at this place. In older chick and sheep embryos he has
noticed that karyokinetic figures are also found at the opposite
side, namely, at the outer surface of the central nervous sys¬
tem. He believes that these observations will explain the fact,
brought out so prominently by Weigert recently, that in the
ependyma of the ventricles and around the central canal of the
cord there are always found densely packed neuroglia fibers in
great abundance. Weigert further states that numerous neu¬
roglia fibers are also found on the surface of the central ner¬
vous system. These findings may be easily explained from the
study of the early embryonic formation of the neuroglia, which
also explains why the glia cells in the embryo are arranged in
a radial manner. The newly-formed cells in the central canal
push the older ones outward toward the periphery. This is
the true state of affairs, and not, as Sala y Pons (quoted from
Weigert, p. 125) somewhat adventurously assumes, that the
peripheral process of the ependymal cell draws the cell toward
the periphery by ameboid motion.

The embryologie observations mentioned, as well as observa-

tions made in the examination of gKomata, impressed him with?
the idea that the neuroglia cells, like their near histogenetic
relatives, the epidermic cells, in the course of time go through
a process of cornification ; and that from the young simple
glia cell there is finally formed the differentiated glia fiber of
Weigert. Gierke, who, however, still looks upon the glia
fibers an cell processes, expresses the opinion that these fibers
are a cornified material. It seems, however, that Gierke's
view was almost forgotten until Weigert again mentioned it.
The latter, however, does not believe that the glia fibers are a
cornified snbstance. His impression that the glia cell finally
becomes the glia fiber by a process of cornification, was partic¬
ularly formed by considering, on the one hand, the early
embryology of the ependymal epithelium and the neuroglia
cells, and, on the other hand, the fact of the later existence of
the distinct glia fiber. It is evident that the distinct glia fiber
must in some way or other be derived from the glia cell.
However, he does not wish to be understood as believing that
the distinct glia fiber of Weigert in its intrinsic nature is-
absolutely identic with a cornified epidermal epithelial cell·
What he does believe is that we are dealing with two tissues,
absolutely identic in their earlier histogenetic origin, but differ¬
entiated very much, later on, going through a final senile pro¬
cess, which is very much alike in both instances.

Concerning the cyst under discussion, the claim that it
originated in a diverticulum from the fourth ventricle early in
embryonic life, finds very strong support in comparative
embryology. Lahousse observed in the chick embryo the
cerebellum is developed around a diverticulum of the fourth
ventricle. Minot thinks it probable that in the mammalian
embryo the cerebellum is developed in a similar manner, but
that the diverticulum is obliterated by the growth of the cere¬
bellar walls. Observations are wanting, however, as Minot
states, to verify this supposition, and there is, according to
Koellicker, never any large diverticulum present normally.
He would have to look upon this anomaly as an atavism.

It is also interesting to note that Virchow has described a
cerebellar cyst of which he says : "It (the cyst) is nothing else
but a diverticulum (Ausotuelpung) of the fourth ventricle
which has been transformed into a sacculated nodule." All
indications, therefore, are in favor of the claim that in this
case we are dealing with what was originally a diverticulum of
the fourth ventricle. The epithelium lining the cyst was con¬

sequently derived from the ependymal epithelium. The latter,
as well as the neuroglia derived from it, normally do not show
such cornification-like processes as were found to exist in the
cyst epithelium. On the contrary, we are dealing in the cyst
wall with a tissue change, a metaplasia, which approaches the
type of cells neither ontogenetically nor phylogenetically as

highly differentiated as the ependyma and the neuroglia.
Such an occurrence might properly and significantly be called
an "atavistic metaplasia," and it is undoubtedly of a great
deal of interest in showing us the way in which ependyma and
glia may have in the course of their phylogenetic differentia¬
tion become specialized to their present type of senile changes.

It has been previously noted that the ependymal epithelium
has a tendency under other pathologic conditions to behave
similar to the epidermis epithelium, namely, when we have to
do with cylindric cell carcinomata arising from the epithelium
of the ventricles. In such tumors there have been found epi¬
thelial pearls (cornified epithelium) identic with the same
structures of skin cancers. We are likewise in such a case un¬

doubtedly dealing with an "atavistic metaplasia" of the epen¬
dymal epithelium.

In conclusion, if a hypothetic etiologic remark may be per¬
mitted the pathologist, it would be : possibly the sunstroke the
mother had while pregnant may stand in some causal relation
to the diverticulum formation in the embryo, and that the neo-
plastic, proliferative changes leading to the formation of the
finally fatal cyst were started up in the embryonic inclusion by
the sunstroke from which the child suffered in 1897.

Dr. Reuben Peterson, at a previous clinical meeting of the
society, reported
A CASE OF EXCISION THROUGH THE ABDOMEN OF NINE INCHES OF

THE RECTUM AND SIGMOID FLEXURE FOR TUBULAR STRICT¬
URE. RECOVERY WITH PERFECT SPHINCTERIC CONTROL.

Mrs. K. R., married, aged 35 years, family history negative,
no history of congenital syphilis, the menstrual periods,
although painless, have never been regular, was married four¬
teen years ago, and three years later gave birth to a male child,
which has shown no constitutional taint. No history could be
obtained of acquired syphilis, gonorrheal infection, or ulcéra¬
tions about the anus, or within the rectum. Since girlhood
the patient had suffered from an obstinate form of constipa¬
tion, evidently aggravated by neglect, as she only went to stool
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at intervals of several days. Eight years ago she noticed that
the fecal masses were becoming smaller and flattened. From
this time up to the present she has experienced more and more
difficulty in evacuating the bowel until before applying at the
clinic, she had not had a passage for nearly two weeks. Of
late she has had considerable discharge of pus and slime from
the rectum. For the past year she has gradually been losing
in flesh and strength. Examination showed the patient con¬
siderably emaciated. Heart, lungs and kidneys were normal.
There were no physical characteristics of constitutional dis¬
ease. A vaginal examination showed the uterus to be retro-
verted, and the appendages to be enlarged and adherent.
Rectal examination revealed, one inch above the external
sphincter, a dense tubular stricture of the rectum through
which the finger could not be forced. By the vagina the thick¬
ened gut wall could be traced upward some inches, although
the upper extremities of the thickened tube could not be
reached. The patient was placed upon cathartics for some
weeks, and the intestinal tract kept cleared as well as possible.
She was admitted to the Charity Hospital, and the sigmoid
flexure above the stricture was carefully cleansed by a large
amount of water passed through a slender rectal tube, which
could be just pushed through the stricture. Dr. J. B. Bacon
kindly saw and examined the case with me, and thought that
the beginning of the stricture was high enough above the
sphincter to allow of a fistulous communication being made
between it and the sigmoid.

The operation was performed before the class at the Post-
Graduate Hospital last March. The patient was placed in the
Trendelenburg position, and the adherent appendages, consist¬
ing of a hydrosalpinx on the right and a dermoid cyst on the
left side, were quickly removed. Then I tried to carry out Dr.
Bacon's suggestion, which, as you know, is bringing down the
sigmoid and by means of the Murphy button establishing a
fistulous tract between it and the portion of the gut below the
stricture. In separating the vagina from the rectum, my
finger slipped through the friable structure and I had an
infected pelvis. There was nothing left for me but to remove
the rectum through the abdomen, which I proceeded to do as
quickly as possible. I tied off the superior hemorrhoidal artery
below the promontory of the sacrum, thus securing a blood¬
less operation, the patient not losing more than a tablespoonful
of blood during the rest of the operation. I incised the peri¬
toneum on either side of the rectum and sigmoid and enucle¬
ated them until I got below the point of stricture. It was too
deep down in the pelvis to do an anastomosis through the ab¬
domen. I had the bowels protected by gauze, so I invaginated
the lower portion of the gut outside of the anus and then drew
down the upper portion, and did a modified Monsell operation
through the anus. In other words, I had peritoneal surface
against raw surface. I let the parts slip back, and after sutur¬
ing these together, protected the joint by gauze packed through
the abdominal incision. In spite of the length of the operation,
two and one-half hours, the patient had no shock, for the reason
that she did not lose blood. I had infected the pelvis, and
upon withdrawal of the gauze on the third or fourth day, there
was a high temperature and a recto abdominal fistula resulted.
This gradually closed, until now there is only a small opening
through the abdominal wall, which causes her very little
inconvenience and is healing.

The interesting points in regard to the case are the removal
of the rectum through the abdomen and the preservation of
the sphincter. She has perfect sphincteric control. Just at
the point of union of the two ends of the gut there is a slight
stricture, admitting, however, the passage of the forefinger
with ease. Her bowels move every day, she has gained sixty
pounds in weight, and considers herself a well woman.

It is too late to go into the objections to the operation, or to
bring up points in its favor, but whatever may be said in regard
to the radical excision of rectal strictures, certainly in a case
of tubular stricture of such extent as this, we are justified in
excising it radically, because we transfer a stricture which
extends over a distance of eight inches into an inferior stric¬
ture which can be readily dilated and controlled. I think if
sepsis could be prevented and we could get complete union of
the gut, there would be very little stricture remaining in these
cases. I let the bowel slip back after I had made anastomosis
outside of the anus. That, I believe, was a mistake, and is
too dangerous to repeat, because we have a peritoneal surface
coming against a raw surface, and union does not take place
so readily as where two peritoneal surfaces come together. In
another case I would hold both ends outside by sutures until
the latter cut through and allowed the gut to gradually slip
back within the pelvis. I have experimented on a number of
cadavers and have found that when you cut the mesosigmoid
and mesorectum, the lower portion of the sigmoid can readily

be brought down through the anus. The operation is exceed¬
ingly easy when done through the abdomen ; when done
through the bowel, or by the Kraske operation, it is exceed¬
ingly bloody, and the shock to the patient is considerable.

At some future time I shall present at more length the
results of my experiments on the cadaver.

San Francisco Eye, Ear, Nose and Throat Surgeons.
December Meeting.

Dr. Barkan presented an unusually interesting case of
syphilitic disease. The patient was a woman of about 25 years
of age, three months married. The husband had been treated
for syphilitic disease of the eye several years before ; it was

not known whether there had been illicit intercourse between
the two prior to marriage or not. The family history of the
patient was negative. No history of any trouble that would
tend to point to congenital syphilis could be elicited. The
right eye was the seat of syphilitic gummata of the iris, so

stated Dr. Barkan, with plastic exúdate that could be plainly
seen on examination, by the members of the Society. The
lumpy appearance of the iris was also quite visible, but the
fact was pointed out by Dr. Martin that these lesions of the
iris were of the nature of papillomata rather than gummata.
The left eye showed a very unusual condition. In the median
line of the eye and immediately below the margin of the cornea,
slightly encroaching upon the cornea itself, a large mass was
to be seen. The conjunctiva was greatly congested. The
mass was about the size of a small hazelnut, somewhat larger
in its transverse than in its longitudinal dimension. At the
top of the tumor was a small greyish spot which Dr. Barkan
said had developed within the last few days ; this was appa¬
rently the commencement of a sloughing process. On the
forehead, just above the inner angle of the right eye was a

large dry scab surrounding a deep pit, also dry. On the fore¬
arms were four large, round scabs covering ulcerating areas,
two on each forearm, the arrangement being symmetric on the
two forearms. These areas were about five eighths of an inch
in diameter. On the back were several more sores of the same

general size and character, and on the right leg was another
similar sore. On the right tibia, at the upper end of the lower
third, was a very marked gumma, about two to three inches in
diameter, and very hard. It seemed to be a well marked case
of tertiary syphilide.

Some discussion arose as to the probable seat of the gumma
of the left eye. The question as to whether it was situated in
the tissues immediately below the conjunctiva, or whether it
was a gumma of the uveal body which had grown upward and
outward, was discussed at some length. No definite conclu¬
sion was arrived at, however.

In the matter of treatment, also, some difference of opinion
was called forth. Dr. Barkan stated that the treatment he
was now giving the patient consisted of inunctions of mercurial
ointment together with twenty grains of iodid of potassium,
three times daily. He also stated that he should increase the
iodid up to thirty graine three times daily. The advisability
of giving very much larger doses of the iodid was suggested by
several members, who stated that their experience led them to
use doses as high as 100 to 150 grains, three times daily. By
other members it was claimed that a maximum effect could be
obtained with very much smaller doses ; 20 to 30 grains, t i. d.
The prognosis, it was agreed, was bad ; the probabilities being
that the left eye would slough before the iodid or other treat¬
ment could be made to have its proper effect.

Dr. Powers introduced a patient he had previously brought
before the Society, in whom he had found a tumor of the left
eye, intra-orbital. After seeing the patient for some time, and
carefully examining him upon a number of occasions, he elic¬
ited the fact that the man had had the end of his thumb
removed, in London, for what he said the doctors there had
told him was syphilis. No other history could be made out.
Upon the assumption that this might be the case, proper
syphilitic treatment was employed with almost immediate
benefit. The tumor had very materially reduced in size, and
the objective and subjective symptoms had very much changed
for the better.

The question of adding to the literature relating to the eye,
ear, nose and throat in the library of the San Francisco
County Society was brought up, and after some discussion it
was decided to vote the sum of 850 to be expended by Drs.
Philip Mills Jones and Kaspar Pischol, in purchasing as many
numbers as possible of the volumes missing from the files of
the principal journals on the subjects noted.
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